and intracavity pressure. The technique, using an electrode-tipped catheter was as previously described (Emslie-Smith, 1955) . The diagnoses are shown in Table I . None of the patients had cardiac failure at the time of catheterization; the patient with constrictive pericarditis had a normal right ventricular pressure pulse. The tracings were recorded as a rule during slow withdrawal of the catheter tip from the pulmonary artery to the right atrium. In analysis of the curves, the shape of the ventricular complex in leads VI and VR, and the site, form, and amplitude (mV) ofany late intracardiac R were noted, and the right ventricular systolic pressure (mm. Hg) was measured with reference to the enddiastolic pressure.
RESULTS
The results are summarized in Tables II and III which contain all the data from which the correlations discussed below were calculated. The frequency of occurrence of late intracardiac R in various sites is shown in Table IV (Fig. 1-3 ) bore no relation to the height of the right ventricular pressure. In 30 cases with such an R, the right ventricular systolic pressure varied from 16 to 154 mm. Hg (mean 69) while in 17 cases with no such R wave the pressures varied from 18 to 136 mm. Hg (mean 52) (Fig. 4) . Again in 19 cases in which the height of the late intracardiac R wave and the right ventricular pressure could both be measured, there was no clearly significant relationship between the two (Fig. 5) . The correlation coefficient here was 0-59, the highest of many correlations encountered during this investigation, and still barely significant. (1950) considered that the vector arising from depolarization of the crista supraventricularis in normal hearts produced both the late intracardiac R and certain deflections sometimes recorded by surface leads: for example, secondary r from the right prxcordium. They suggested that hypertrophy of the crista might cause the high, late prxcordial R of right ventricular hypertrophy. It might also be expected to cause a high, late intracardiac R. For this reason the amplitude of the late intracardiac R was measured in this investigation. From the inverse square law it is apparent that the amplitude of a deflection recorded by an exploring electrode is very dependent upon the distance between the electrode and the source of the e.m.f. in the contracting tissue. High amplitude intracardiac deflections may therefore indicate simply that the electrode is very near a portion of contracting muscle; consideration of the method employed here shows that it is not possible to determine within a few millimetres the position of the electrode within the ventricular cavity in its relation to, for example, the crista supraventricularis. Camerini and Davies (1955) have recently suggested that the secondary R (r) which they consider to be a normal finding in some right precordial leads may be related to the late intracardiac R. In this investigation a secondary R in VI was not seen in the group that did not show a late intracardiac R, but was present in five cases of the group that did show a late intracardiac R. Four of these cases showed complete right bundle-branch block, and in three of them the intracardiac ventriculogram with the tallest late R did not show a secondary R. However, only VI was examined, and a prncordial secondary R might have been commoner in either group had other right pracordial leads been examined.
In cases of right bundle-branch block a late intracardiac R may be expected from septal depolarization above and below the block (Sodi-Pallares et al., 1948) . The removal of the eight cases of right bundle-branch block from this series does not alter the significance of any ofthe correlations.
SUMMARY
The intracardiac electrogram has been recorded from 50 patients during cardiac catheterization. A late intracardiac R was recorded in 33 cases, most commonly from right atrium and right ventricle. No significant relationship appears to exist between the occurrence or amplitude of this R and either the right ventricular systolic pressure or the form of the ventricular complex in leads VI or VR. 
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